
ber of the draft selection board in Brookline,
where he belonged to the Thursday Club and
the Country Club. He was married in Ran-
dolph, on November 18, 1891, to Marion Belcher,
by whom he is survived, as he is by a daughter,
Dorothy Madison Cutts, and a son, George
Belcher Cutts, who is in service in the Aviation
Corps.

Miscellany.

REHABILITATION OF DISABLED SOL-
DIERS AND SAILORS.

I.
That 100,000 out of every 1,000,000 soldiers

sent overseas will return to the United States
during the first year of fighting, and that 20,-
000 of these will need some kind of vocational
re-education or rehabilitation, is the estimate
made by the Federal Board for Vocational Edu-
cation in a report just published as Senate Docu-
ment 166.
"Long before the close of activities in the

summer of 1918, the return of men will begin,
and vocational re-education must start with the
first men sent back, and must be developed as

the number of men in hand for training in-
creases," declares the report. "The develop-
ment of facilities for undertaking vocational re-
education must, in fact, anticipate the return of
the men, since adequate provision cannot be im-
provised after the men are actually in hand for
training. ' '
A comprehensive federal system for the re-

education and placement in wage-earning occu-

pations of every disabled soldier and sailor is
presented by the federal board. This plan in-
volves a central administrative agency at Wash-
ington, the coordination with that agency of
every federal and state agency concerned and
with similar public, semi-public and private
agencies, the establishment of "curative work-
shops" for the treatment of war cripples, to-
gether with a complete system providing for
subsistence and pay during the period of re-

education.
Basing its opinion on foreign experience, the

report declares that "vocational rehabilitation
cannot be regarded as costing the community,
except temporarily, anything whatever. The
disability of the soldier or sailor is an economic

handicap, reducing productive power. Unless
the men are vocationally re-established, and to
the extent that they are not completely re-

established, the economic loss to the community
will be cumulative during a long period of
years. Even a slight increase in vocational
capacity, as a result of vocational training in-
itiated during the period of convalescence, will
result in an economic gain which, also, will he
cumulative over a long period. This aggregate
cumulative gain will certainly exceed any ex-

penditures for vocational rehabilitation."
The increase of the earning power of the

handicapped man, thus rendering him econom-

ically independent, is the ultimate object of this
program.
The plea is made that "all the experience and

all the special equipment required for emer

gency war work will be needed to provide for
similar work in the vocational rehabilitation of
men disabled in factories and workshops, of the
victims of accident in all dangerous employ-
ments, and of the thousands of otherwise in-
jured and crippled persons thrown upon the
community each year. The number of such per-
sons in normal times greatly exceeds the capac-
ity thus far developed for their vocational re-

habilitation.
In addition to the above, it discusses methods

of financing, organizing, and administering a

national system of vocational rehabilitation;
foreign experience and legislation are reviewed;
and the proceedings of an inter-departmental
conference held on the subject in Washington
are summarized, together with suggested legis-
lation.

II.

The vocational and educational problems in-
volved in the rehabilitation of disabled soldiers
and sailors are analyzed and discussed by the
Federal Board for Vocational Education in
Senate Document 167, just published under the
title, "Rehabilitation of Disabled Soldiers and
Sailors—Training of Teachers for Occupational
Therapy."

Emphasis is placed on the immediate and
pressing demand for the training of teachers of
occupational therapy to take care of the handi-
capped men on their return from France. It is
estimated that for every 1,000,000 men overseas,
a minimum of 1200 teachers will be needed.
What must be the qualifications of these teach-
ers in view of the experience of the belligerent
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countries ; how they may be trained ; what prob-
lems are to he met ; and how they are to be met
in the course of vocational rehabilitation; the
social and economic aspects of rehabilitation;
and the need for a national system for the re-
habilitation of the maimed and crippled in in-
dustry, as well as in war, are the main topics
of the bulletin. The document is written by
Elizabeth G. Upham, under the direction of
Charles H. Winslow, assistant director for re-
search of the Federal Board.

The emergency program outlined in the re-

port is summarized as follows:
The returned disabled men are divided into

four classes : 1, those who are permanently in-
valided ; 2, those who are able to work, but can-
not engage in competitive occupations; 3, those
who must learn new occupations in the light of
their handicaps ; 4, those who are able to return
to their former occupations. About 80% of all
the disabled fall into the fourth group, and
about 20% into the third group. The first two
groups are relatively small.
For Group 1 the treatment prescribed is "in-

valid occupations," which are occupations that
help pass the time and save the patient
from brooding. For Group 2, those who will, in
all probability, be unable to compete in any line
of work, simple occupations are prescribed, to
be carried on under the guidance of occupa-
tional therapeutists. Such occupations as wick-
er furniture-making, chair-caning, toy-making
and semi-trades, will be taught these men.

For the 20% who must learn new occupa-
tions, a more elaborate course of rehabilitation
is suggested. This will include simple occupa-
tions such as are taught to the men of the sec-

ond group, followed by courses in general edu-
cation wherever necessary, and followed in turn
by prevoeational education, that is to say, ele-
mentary vocational education; and, lastly, by
vocational education in whatever line is best
adapted to the qualifications and handicap of
the man.

A similar curriculum is proposed for the 80%
who will probably be able to return to their old
occupations. Under the lead of the occupational
therapeutist, the patient will be gradually
taught simple occupations, his general education
will be "brushed up," and the deficiencies sup-
plied, and he will be re-educated so as to re-

sume his former trade in spite of his handicap.
The Federal Board presents in this bulletin an

outline of an emergency course covering eight

weeks for the training of teachers to handle all
four groups of disabled men. It is expected that
a fraction of the disabled men themselves will
serve as instructors. Nurses and teachers of arts
and crafts will be available for the invalid occu-

pation work; trained and selected women of ed-
ucation, with previous experience in the arts,
crafts and the "semi-trades," will be drawn on

to teach simple occupations to Group 2. In ad-
dition to these, there will be need in Groups 3
and 4 of vocational teachers, preferably men,
and men and women teachers, in general educa-
tional subjects, instructors in manual training,
commercial subjects, mechanical drawing, draft-
ing,etc. Teachers of each group should have had
practical experience in hospitals or institutions,
and it is recommended that teachers in Groups 3
and 4 should have experience in the same line of
work in the military hospitals of Canada.
That every dollar invested by the Govern-

ment in the vocational rehabilitation of disabled
soldiers and sailors will bring handsome returns
in national efficiency is maintained in the report.
"If the war should finally end in economic ex-

haustion," says the report, "that nation will
ultimately triumph which is best able to use

over again her men. It is claimed that Ger-
many uses 85 to 90% of her disabled men back
of the lines, and that the majority of the re-

maining 10 to 15% are entirely self-supporting.
Belgium, whose depletion has been the greatest,
was the first nation successfully to use over

again her men. Not only has the large Belgium
re-education center of Port Villez been self-sup-
porting, but in addition, it has paid back to the
Belgian Government the entire capital cost of
installation.
"Economic necessity has made possible the

results achieved in Belgium. For the other na-
tions, not so hard pressed, the rehabilitation of
the disabled and the strengthening of the vi-
tality of the civil population may be an impor-
tant and perhaps a determining point in their
economic future. . . It is certain that our own

economic future depends, to a large extent, upon
the rehabilitation of those disabled both in war

and industry."
The bulletin discusses at length the possi-

bilities of development of occupational therapy
and the equipment needed for all the groups de->
scribed. Suggested blanks for keeping the rec-

ords in the curative workshops and for hospital
registration are included.
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VENEREAL DISEASE AS A MENACE TO
THE NATION.

The American Social Hygiene Association has
recently issued the following brief, showing the
seriousness of the problem of venereal diseases
and their relation to the war, and the
responsibility of civil communities for con-
ditions in the Army. The Council of Na-
tional Defense urges public officers and citizens
of the United States to employ every means pos-
sible in the repression of prostitution and the
control of venereal disease, for the following
reasons :

First, because we must prevent such condi-
tions as have developed in Europe since the be-
ginning of the war.

(1) "The number of syphilitics in the Army
must certainly be several hundreds of thou-
sands . . . Since the war began, a total equiva-
lent of sixty divisions have been temporarily
withdrawn from the fighting for venereal dis-'
eases (Vienna report).—Journal of the Amer-
ican Medical Association, March 10, 1917, Vol.
68, No. 10, p. 814.

( 2 ) "During the first eighteen months o f war
one of the great powers had more men incapaci-
tated for service by venereal disease contracted
in the mobilization camps than in all the fight-
ing on the front."—Social Hygiene, Vol. 3, No.
2, p. 205.

(3) " In the war zone of France there has oc-
curred an alarming increase of venereal disease,
both amongst the soldiers and the civilian popu-
lation.'^—The Medical Officer (London), No.
499, March 3, 1917.

(4) "The failure of the. . . Government to
protect their soldiers from these evils (sexual
vice and alcoholism) is the gravest error that the
Government has committed; for these vices have
proved more destructive to the.

.

. people since
August, 1914, than all the. . . artillery, rifles,
hand grenades, poisonous gases and fire blasts.
Those killed by shot and shell transmit no poi-
son to their families and descendants—the vic-
tims of alcohol and prostitution do."—From a
letter by President Emeritus Charles W. Eliot
of Harvard University, quoted in the Survey of
Sept. 8, 1917.

(5) "Thousands upon thousands are with-
drawn from the fighting army for weeks. But
they are not only missed as fighters; they also
cause expense and great obstruction through
their transportation back home, through the ne-
cessity of establishing hospitals for thousands
who were not wounded by the enemy. They
burden the doctors so necessary for the care of
the wounded. . .

' 'But the very worst part of the venereal dis-
eases is not the diseased condition immediately
following infection, hut the ailments frequently
developing in later years, when the war is long:

past and the old infection already forgotten,
and the transmission of the disease to the fam-
ily after the return of the troops to their
homes."—Prof. Albert Neisser, Frankfurter
Zeitung, January, 1915.

Second, because serious conditions have al-
ready developed in the United States Army, due
largely to conditions in civil communities.

(1) "At one National Guard Camp, 502 new
cases of venereal disease were reported in one

week."—Official Bulletin, Nov. 20, 1917, p. 6.
(2) It was found that most of the cases at

one large cantonment originated, not in the
camp or near the camp, hut in civil communities
from which the men came or through which they
passed on the way to camp.

(3) "In the case of all the troops on the bor-
der, a vastly larger proportion of venereal dis-
pase was contracted before reaehina- the border
than was contracted afterwards."—Social Hy-
giene, Vol. 3, No. 2, p. 220.
Third, because the War Department has asked

our aid.
(1) "Our responsibility in this matter is not

open to question. We cannot allow these young
men. . . to be surrounded by a vicious and de-
moralizing environment, nor can we leave any-
thing undone which will protect them from un-

healthy influences and crude forms of tempta-
tion."—Secretary of War Baker in his letter of
May 26, 1917, to Governors of all States.

(2) "We are not going to be able to obtain
the conditions necessary to the health and vi-
tality of our soldiers, without the full coopera-
tion of the local authorities in the cities and
towns near which our camps are located or

through which our soldiers will be passing in
transit to other points."—Ibid.
Fourth, because venereal diseases result in the

infection of innocent women and children.
(1) "No disease has such a murderous influ-

ence upon the offspring as syphilis; no disease
has such a destructive influence upon the health
and procreative function of women as gonor-
rhea. . . Inherited syphilis constitutes a power-
ful factor in the degeneration of the race."—
Prince A. Morrow, M.D. : Social Diseases and
Marriage, Chap. 1.

(2) "All previous war experience shows an
increase of venereal disease. . . When peace
comes there is the danger of grave and wide-
spread dissemination of these diseases. It is for
that, that we must be prepared, and there is not
time to be lost."—Report of National Confer-
ence for Combating Venereal Diseases (Lon-
don). Social Hygiene, Vol. 3, No. 2, p. 235.
Fifth, because prostitution is not a "neces-

sary evil."
(1) "Sexual intercourse is not necessary to

preserve health and manly vigor."—Moss: Man-
ual of Military Training, Section 1466, p. 522.
See also statement signed by Walter B. Cannon,
M.D., Harvard University; William H. Howell,

 The Boston Medical and Surgical Journal as published by 
The New England Journal of Medicine. Downloaded from nejm.org at SAN DIEGO (UCSD) on July 6, 2016. 

 For personal use only. No other uses without permission. From the NEJM Archive. Copyright © 2010 Massachusetts Medical Society.



M.D., Johns Hopkins University; and 355 other
foremost medical authorities in the United
States.—M. J. Exner, M.D. : The Physician's
Answer (Association Press, New York), pp. 14,
24-51.
Sixth, because the "restricted district" and

other attempts to regulate prostitution, have
proved ineffective.

(1) See Flexner: Prostitution in Europe, pp.
175-6, and the reports of Vice Commission in
Chicago, Minneapolis, Syracuse, Philadelphia
and many other cities.
Seventh, because repression is the only

feasible method.
(1) "The only practical policy which pre-

sents itself in relation to this problem is the
policy of absolute repression, and T am confident
that in taking this course the War Department
has placed itself in line with the best thought
and practice which modern police experience has
developed."—Secretary of War Baker in his
letter of August 14, 1917, to Mayors and
Sheriffs.

(2) "This policy involves, of course, constant
vigilance on the part of the police, not only in
eliminating regular houses of prostitution, but
in checking the more or less clandestine class
that walks the streets and is apt to frequent
lodging houses and hotels."—Ibid.
Eighth, because it will be better to handle

the situation locally and thus make military in-
terference unnecessary.

(1) One commandant issued orders forbid-
ding all use of intoxicating liquor and all
patronizing of immoral resorts. Every woman
who got off a train was watched until her busi-
ness was known. If necessary, she was put out
of the vicinity.—Social Hygiene, Vol. 3, No. 1,
p. 155, also Association Press (New York),
April, 1917, p. 379.
(2) "If places of bad repute spring up out-

side the five-mile limit, but fairly accessible to
the camp, I shall not hesitate to insist upon
their elimination. "—Secretary of War Baker in
his letter of August 14, 1917, to Mayors and
Sheriffs.

TETANUS IN BRITISH HOME MILITARY
HOSPITALS.

The British Medical Journal has recently
published the following analyses of cases of
tetanus treated in home military hospitals. The
first covers November and parts of October and
December, 1916, and deals with the first one

hundred completed cases since the latest pre-
vious analysis was made.
"During the four periods analyzed the rate

of mortality has steadily gone down. In the

first group the mortality was 57.7% ; in the sec-
ond 49.2 ; in the third, 36.5 ; of the present series
of 100, 69 recovered—mortality 31%. The
ratio of oases of tetanus to the number of
wounded soldiers treated in home military hos-
pitals was, roughly, six times as high in Septem-
ber, 1914, as it was two months later ; and it re-
mained at or about the lower level until the end
of 1916. This fall in ratio was undoubtedly due
to a great extent to the introduction of prophy-
lactic injections of antitetanic serum, which
took place about the middle of October, 1914.
The present series shows once again that the

shorter the incubation period the greater the
mortality rate, and vice versa. There were only
twelve cases with a short incubation period
(that is, up to ten days), and sixty cases with an
incubation period of more than twenty-two days ;
the shortest incubation period was seven days,
and the longest 190. Since the beginning of the
war there has been a diminution in the number
of cases with short incubation periods, and a

corresponding increase in the number of cases
with long incubation periods. This is a meas-
ure of the action of the prophylactic inoculation
of antitoxin.
Sir David Bruce points out that it is some-

times by no means easy to decide whether a case
is one of localized or generalized tetanus. He
defines general tetanus as that in which spas-
ticity or rigidity occurs in muscles distant from
the site of wound, trismus being the most com-
mon initial symptom in this form; in local tet-
anus the spasticity or rigidity is confined to the
muscles in the neighborhood of the wound. He
looks on local tetanus as a much modified va-

riety of the original disease, or even as a new
type due to the action of the prophylactic in-
jection. In general tetanus the toxin molecules
may be pictured as gaining entrance to the cir-
culation, and so reaching all parts of the ner-
vous system. Of the 100 cases under review, 61
could be placed in the general, and 28 in the
local group ; in the remainder there was doubt-
In the 61 cases of generalized disease there were
21 deaths—mortality 34.4%. All the cases of
localized tetanus recovered. Trismus was re-
corded in 54 of the generalized cases, opisthot-
onos in 17.
With regard to operative interference, the

Tetanus Committee advises that when onera-
tions are performed at the site of wounds, even
if they are healed, a prophylactic injection of
serum should always be given ; further, they
consider it probably safer to abstain from sur-

gical interference with the wound until the ordi-
nary treatment for tetanus has been carried out,
unless there are other and imperative reasons
for immediate operation. When the symptoms
of the tetanus have subsided, and the tissues are
flooded with antitoxin, then the wound can be
opened up and searched for foreign bodies or

hidden collections of pus and tetanus bacilli.
Of the 100 cases, 61 were noted as having re-

ceived a prophylactic injection in France; of
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these 51 recovered—mortality 16.4%. Of the
remaining 39 eases, 22 were not recorded to
have had prophylactic treatment, though prob-
ably many received it; of these 12 recovered—
mortality 40.5%. Of the remaining 17 patients
who had no prophylactic injection of any kind,
6 recovered—mortality 64.7%. The number of
patients treated with antitetanic serum after the
onset of symptoms was 98, of whom 68 recov-
ered—mortality 30.6%. Of the two eases which
did not receive therapeutic treatment with se-
rum in England, one recovered and the other
died.

Once again the analysis of the cases furnishes
no evidence either for or against the intrathecal
route. It will be remembered that in the first
year of the war the figures seemed to show that
this route showed advantage over others. Analy-
sis of the figures relating to dosage likewise fur-
nishes no useful deduction as to the curative
influence of this factor."

The second analysis, being the fifth in the
entire series, covers the remainder of 1916 and
the first quarter of 1917.
"The numbers of cases of tetanus dealt with

in the five periods, and the rates of mortality,
are given in the following table, which speaks
for itself:

analysis no. of recovered died mortality
Cases Per Cest.

1914-15. 231 98 133 57.7
1915-16. 195 99 96 49.2
Aug.-Oct, 1916. 200 12T 73 36.5
Oet.-Dec., 1916. 100 69 31 31.0
Dec.. 1916-Mar., 1917 100 81 19 19.0

In the second analysis the statement was

made that ' early treatment should he striven for,
and if this were done and the antitoxin applied
thoroughly, one would not despair of reducing
the mortality to, say, 20%, instead of 50%, at
which it stands for the past year.' It will be
seen that this ambition has been more than
realized so far as the returns of the last 100
eases are concerned. This large reduction in
the death rate is most satisfactory, but Sir
David Bruce wisely refrains from expressing an

opinion as to whether it has been due to the
specific treatment or to one of the several other
factors involved. Whatever be the cause—the
prophylactic dose of serum, better surgical treat-
ment, quicker diagnosis, more thorough thera-
peutic treatment—the result is gratifying.
Referring to the factor of surgical treatment,

it is pointed out that if this could be made en-

tirely successful, by cleansing and sterilization
of wounds at the outset, there would be no more
cases of tetanus; hut while there is some evi-
dence of an improvement in surgical technic
much remains to be done. The present analysis
repeats and brings up to date figures showing
the number and distribution of cases of tetanus
treated in home military hospitals since the be-
ginning of the war.

Among the last 100 cases we find that where
the symptoms of tetanus appeared within ten
days of receiving the wound, the mortality was
40% ; where they appeared between the eleventh
and twenty-fourth day, it was 25% ; in the re-
maining 66 cases, with an incubation period
greater than twenty-five days, the mortality was
13.6%. In one patient the incubation period
was stated as 786 days ; but this for various rea-
sons is regarded as a doubtful case which
should be ignored for statistical purposes, al-
though, as Dr. Goadby has shown, the tetanus
bacillus may remain for a long time quiescent
at the site of old wounds. Disregarding this
case, the longest incubation was 365 days, and
the shortest three days.

Since the beginning of the war the average
incubation period has been steadily lengthening.
This should probably be attributed in the main
to the prophylactic injection of antitoxin. In
the first year of the war 47% of cases had a
short incubation period ; in the last analysis this
had fallen to 10%. Correspondingly, the per-
centage of cases with a long incubation period
has risen from 6.4 to 69.
In our summary of the last analysis (Septem-

ber 15, 1917) we printed Sir David Bruce's
working definitions of general tetanus and local
tetanus. In the present series it was found on
examination that 81 cases could be placed in the
general group, and 19 in the local group. Among
the former there were 58 recoveries and 23
deaths, giving a mortality of 28.3%. All the
cases of localized tetanus recovered. There is no

evidence to support the view that the presence
of a fractured bone complicating the wound is a
source of danger heightening the death rate
from tetanus.
In six of the cases tetanus is reported to have

followed an operation, and one died. In none of
these was a prophylactic inoculation of anti-
tetanic serum given before the operation, al-
though the advice of the Tetanus Committee is
that this should always be done. As in each
preceding series of cases, the mortality among
patients who had received no prophylactic injec-
tion in France was considerably greater than
among those so protected. It should he noted
here that the present policy advocated by the
Tetanus Committee of the War Office, is that
four prophylactic injections should be given to
every wounded soldier at intervals of seven
days, but in periods of hard fighting this might
sound a counsel of perfection.
The whole of the 100 cases under review re-

ceived therapeutic doses of antitetanic serum ; in
the preceding series all but two were so treated.
The considerable reduction in the mortality,
from 31 to 19%, would not appear, therefore, to
be due to this factor, and, as Sir David Bruce
states in his conclusions, the evidence as to the
therapeutic effect of antitetanic serum is still
inconclusive. Once again the figures furnish no
case, either for or against the intrathecal route
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as compared with other methods of injection ;
similarly, from the figures relating to dosage
no useful deduction can be drawn."

AMERICAN HOSPITALS AND SURGEONS
IN FRANCE.

The Lancet has recently published the fol-
lowing editorial comment on the work already
accomplished by American hospitals and sur-

geons in France since the outbreak of the Euro-
pean War. The eulogistic character of this
comment will be gratifying to American profes-
sional pride and should be a stimulus to higher
endeavor on the part of every member of the
profession, whether or not in the military med-
ical service, during the remainder of the war.
"The reference to the American medical units

made by Sir Donald MacAllister in his presiden-
tial address to the General Medical Council calls
to mind that it is not this year that members of
the medical profession in the United States of
America began to play a part in the war so far
as the important section of it, conducted by the
British Expeditionary Force in France, is con-
cerned. The American Hospital outside the
Neuilly gate of Paris, which at one time worked
for the British as well as for the French forces,
opened its doors within the first few weeks of
the war; about the same time also an American
motor ambulance team, which included a certain
number of American medical men, also began to
work, and not very many months had passed be-
fore more than one medical man of American
extraction and education had successfully vol-
unteered for service in the commissioned ranks
of the Royal Army Medical Corps itself. It was
also well before the first year of the war was
over that a plan was working under which two
university centres in the United States under-
took to supply the medical staffs of not less than
two base hospitals. The teams engaged to serve
for not less than six months, a portion of them
then returning home and being replaced by new
arrivals. They were American units in the sense
that the ward medical officers, surgical experts,
and officers in charge of divisions, as also the
officers in charge of special departments and the
nurses, were drawn from the United States,
while their administrative officers and the other
ranks were supplied by the Royal Army Medi-
cal Corps. One of these hospitals is still at work
alongside similar base hospitals more purely
American in character which got to work this
year. Of these there are about half a dozen, and
though they hear the numbers of the British
General Hospital units which they replace and
whose habitations they inherited, they are all
complete American units in the sense that each
of them was formed in the United States as part

of the general arrangements made by the Ameri-
can Red Cross Society in anticipation of the
possible extension of the American army. At
first there were only two of them, but now they
are about fifty in different parts of the United.
States, all raised to represent different localities
or institutions. The first two units, representa-
tive of Harvard and the Western Reserve Uni-
versities, sailed for Europe within about five
days of the time they actually received word
from the Balfour Commission that their services
would be valuable. These two first units were
respectively organized by Professors Harvey
Cushing and Crile, both of whom had previously
in turn played a part in the affairs of the Am-
erican hospital at Neuilly. The latter was for
long worked on the principle that some distin-
guished surgeon formed his own team and
brought it over ready to take charge of a section
of the work for a period of three months; and
the existing hospitals, to which reference has
been made, seem to be constituted on the same

principle but without the time limit. All of
them have been formed with the idea that when
the moment comes they will step into their places
as units of the medical departments of the Am-
erican army, and each has at its administrative
head an officer belonging to the medical corps
of the standing army of the United States. The
other officers, who take complete charge of the
professional work, are medical officers of the
Reserve Corps (M.O.R.C), and do their work
under an officer who is always a more or less
well known medical man in America, and hears
the title of Director. He also holds rank as a

major in the American army, the other officers
being commonly lieutenants and sometimes cap-
tains. In the American army, as in the French,
the nominal rank of officers is commonly a grade
or two lower than in our own. There are also
usually attached to each of these American units
in France two officers of the Royal Army Medi-
cal Corps, one of whom acts as registrai', and
assists the administrative commanding officer in
respect of the returns required by the British au-
thorities, and the other as quartermaster. There
are at present American registrars and quarter-
masters also. There are also a few R.A.M.C.
of other ranks at some of these units. With these
exceptions, the whole of the personnel is drawn
from the United States. They work under the
orders of the D.D.M.S. of the area in which they
happen to be placed (they are distributed over
the principal British bases in France) and en-

joy the advantage of the assistance of the con-

sulting surgeons and physicians attached to the
bases concerned. Most of them seem to fly the
Stars and Stripes, but otherwise there is nothing
to differentiate them from the other hospital
units—British, Australian, New Zealand, Can-
adian, and South African—serving with the
British Expeditionary Force, except in respect
of the uniforms of their officers, nurses, and
other ranks. Nor do they differ in their internal
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arrangements as a whole, though they do differ
materially in one important factor. They are
strongly staffed on paper as compared with Brit-
ish hospitals of the same nominal size, and ex-
tremely strongly staffed in practice, since Brit-
ish hospitals in France seldom have more than
about two-thirds of their official establishment
strength. The United States officers in military
hospitals are by no means the only American
medical officers now in France. A large num-
ber of others not attached to hospitals have ar-
rived in France during the past few months,
and have been distributed among the armies at
field ambulances, casualty clearing stations, and
elsewhere. Whether the base units mentioned
as well as the unattached medical officers will
be withdrawn when the time comes for the Am-
erican army to take its place in the line does
not appear yet to be settled. Meantime the hos-
pital units in particular are playing an exceed-
ingly useful part, and the American medical
officers, as a whole, are gaining an experience
•which will prove invaluable when the war for
the American army really begins. Several of the
American base hospitals are understood to have
contributed surgical teams to the casualty clear-
ing stations during the recent heavy fighting,
and one American medical officer attached to a

field ambulance is rumored to have been recom-
mended for the Victoria Cross."

RED CROSS WORK WITH THE UNITED
STATES ARMY.

On February 22, the Bureau of Public In-
timation at Washington issued the following
statement defining the activities of the Red
Cross in conjunction with the United States
Army during the present war:
The statement setting forth the duties of the

Red Cross follows, in full:
"1. To distribute sweaters, mufflers, helmets,

socks, comfort kits, etc., and to receive the as-
sistance and cooperation of all officers in making
the distribution fair, equal and where most need-
ed.

2. To render emergency relief of every kind
upon the request or suggestion of an officer in
charge. All officers are instructed to avail them-
selves of this assistance whenever, in their opin-
ion, advisable. Officers should be none the less
diligent in attempting to foresee the needs of
their department in order that they may be sup-
plied through regular Government channels. All
such requests must he approved by the com-

manding officer, who will cause a record to be
kept of all such articles.

3. To relieve the anxiety and to sustain the
morale of soldiers who are worried about their
families at home and to promote the comfort and
well-being of these families, authority is given
to the American Red Cross to place one or more

representatives of the home service bureau of the
department of civilian relief at the service of the
men of each division of the army wherever lo-
cated. The soldiers should be informed through
official orders of the presence of such representa-
tive or representatives and that the Red Cross
is able and willing to serve both soldiers and
their families when in need of any helpful ser-
vice. This representative and his assistants will
be accredited to the division commander and
will be subject to authority and to mili-
tary laws and regulations. This representative
of the Red Cross will have the status of an of-
ficer in the army and will be provided quarters
when available. Such assistants and clerks as

may be necessary will be provided by the Amer-
ican Red Cross and must he males. These
assistants and clerks, if any, will have the status
of non-commissioned officers. All reports and
correspondence of this officer will he subject to
censorship of the commanding officer.
4. To conduct canteen service stations for

furnishing refreshments to soldiers when trav-
elling through the country, to furnish emerg-
ency relief to the sick and wounded when en
route and to see that they are conveyed to a

hospital when necessary and requested by the
commanding officer. All commanders of troop
trains are authorized to avail themselves of it
whenever, in their opinion, advisable.

5. A representative of the American Red
Cross may be attached to each base hospital to
furnish emergency supplies when called upon,
to communicate with the families of patients, to
render home service to patients and such other
assistance as pertains to Red Cross work. The
representative of the Red Cross so assigned, with
his assistants, will be accredited to the com-

manding officer of the base hospital and will he
subject to the same regulations as to status,
privileges, assistants and censorship, as provided
in preceding paragraph applying to the repre-
sentatives of the Red Cross assigned to divi-
sions.

6. In order to render the above outlined
service to the best advantage, the accredited
chief officer representing the American Red
Cross at division headquarters will be a field di-
rector.

7. Officials of the Red Cross assigned on

duty with the military establishment, as out-
lined above, will be required to wear the regula-
tion uniform of the American Red Cross, to-
gether with the insignia, etc., as approved by
the Secretary of War.

8. The commanding officers of all other en-

campments or organizations to which Red Cross
representatives may be assigned in accordance
with this order, are authorized to furnish to the
American Red Cross anything that they may
request, within reason, such as warehouses, of-
fices, light, heat, telephones, etc., in order to en-

able them to properly carry on the work for
which they are assigned."
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MEDICAL MATTERS IN PALESTINE.
The British Medical Journal has recently

published the following extract from a despatch
of General Sir Archibald Murray, describing the
British campaign in Palestine from March to
June, 1917. The despatch gives the story of the
two attacks on Gaza (March 26 and April .17) :

' ' On the first occasion the enemy was severely
punished, 950 Turkish and German prisoners be-
ing taken and casualties, estimated at 8000, in-
flicted. The British casualties were under 4000.
On the second attack the British casualties
amounted to, some 7000. Both attacks failed to
reach Gaza, but a certain amount of ground was
won and retained. Sir Archibald Murray says
that no praise can be too high for the gallantry
and steadfastness of the cavalry, infantry, artil-
lery, Royal Flying Corps, and all other units
which took part in the two battles for Gaza.
With regard to the medical services he writes as
follows :

' The health of the troops has throughout been
singularly good. All branches of the medical
services under Surgeon-General J. Mäher, C.B.,
deserve the highest commendation for their suc-
cessful work at the front, on the lines of com-

munication, and in the base hospitals. The
presence in the force of a number of civil med-
ical consultants, who have so patriotically given
their services, has been of the very greatest
value, and they have worked in successful ac-
cord with the regular medical services of the
army. The Australian Army Medical Corps
and the New Zealand Medical Corps have also
been remarkable for their efficiency and unre-

mitting devotion.' "

RECENT DEATHS.
John Macleod Martin, M.D., a graduate oí McGill

University Faculty of Medicine in 1889, died at his
home in Roxbury, February 19, 1918, aged 62 years.
He was a Fellow of the Massachusetts Medical
Society.
John H. Mullen, M.D., a graduate of Boston Col-

lege, 1896, and Harvard Medical School, 1900, was

recently found dead in his office. He had been suf-
fering from an attack of pleurisy. He was 42 years
of age. He is survived by his mother and six sisters.
John B. Callaban, M.D., who is noted for his

scientific dental research work, died suddenly of apo-
plexy, February 20, in Cincinnati, Ohio, at the age
of 65.
Howard Burhans Besemer, M.D.. of Ithaca, N. Y..

died at his home in that city on February 9. He was
born in Dreyden, N. T. on October 19, 1869, and
graduated from the University of New York Medical
College in 1891. He afterwards received an M.D.
degree from the Cleveland Homeopathic Medical Col-
lege. Dr. Besemer began practice in Ithaca and con-
tinued his work up to his death. He was a Fellow
of the American College of Surgeons.
Dr. Lyman Curtis Bryan, a graduate of Boston

Dental School, now Tufts Dental College, died re-

cently at Lausanne, Switzerland. Dr. Bryan estab-
lished himself in practice in that city after he had
taken two years of postgraduate work in Germany
and had remained there ever since. He was born in
Kentucky in 1852.

APPOINTMENT.
Dr. Eugene R. Kelley, head of the division of com-

municable diseases of the State Department of Health,
has been appointed successor to Dr. Allan J. Mc-
Laughlin, State Health Commissioner, who has been
recalled to Washington.

BACK NUMBERS OF JOURNAL WANTED.
We will pay 15 cents per copy for the Boston Medi-

cal and Surgical Journal of Nov. 8, 1917. Send them
to us at 126 Massachusetts Avenue, Boston, and pay-
ment will be made by return mail.

THE TREATMENT OF PNEUMONIA.
42 West 37th St., New York,

Februarj- 25, 1918.
Mr. Editor:—
To my mind, there are a few reasons why, hitherto,

the treatment of pneumonia has been unsatisfactory.
This is especially true in hospitals and also .in in-
stances where one plays the rôle of consultant in
private practice.
In hospitals, as a rule, the patient comes in when'

the disease is already advanced and even good treat-
ment has not a fair chance of success.
This is also true, in a measure, in civil practice,

where the consultant physician is usually called when
the disease is established.
In hospitals, patients are usually treated in the

ward; in private practice among people at all well-to-
do the patient has a room to himself and can be
managed more effectively.
A patient stricken with pneumonia, or with a pre-

ceding bronchial or grippal attack which leads up to
it, has the best chance to get well whenever he is
isolated in his room from the beginning, whether it
be at home or in a hospital, and a certain very simple
treatment is mainly insisted upon, apart from what is
in addition, eminently intelligent, and applies in all
cases. The latter, to which I refer, are proper ventila-
tion of the room, liquid assimilable nourishment, no

injudicious interference for purpose of finding out
just how far the disease has progressed, and pro-
motion of quiet and peace of mind. Inhalations of
compound tincture of benzoin, with a proportion of
beechwood creosote, should be started from the be-
ginning of the disease and kept constantly going.
A little of the best old brandy, or whiskey and black
coffee from time to time and a hypodermic tablet of
tincture of strophanthus, each containing one minim,
placed under the tongue every two hours, is prac-
tically almost everything in the way of medication
that is desirable and really useful.
If required, a little "cascara évacuant" for the

bowels is the most suitable preparation to employ.
In looking back over a lifetime of caring for pneu-

monia patients, I have lost very few relatively, when
I have been called in at the beginning of the attack
and had practically the entire charge of the patient.
I do not believe digitalis is of service, nor, indeed,
strychnine. I do believe, in some instances, judicious
and timely venesection will help save life. Hospital
statistics have little weight with me on account of
circumstances to which I have very briefly referred.
Experimental work is always problematical for

quite a while and, by itself, should not be relied upon.
I cannot but hope every general practitioner will

take heart from what I have written and firmly be-
lieve and simply do as I urge. Then, and then only,
will the great and increasing death rate of pneumonia
become notablv diminished.

Beverley Robinson, M.D.
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